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associated with a nonpuerperal 
uterine inversion were vaginal bleed-
ing, vaginal tumor, lower abdominal 
pain, menorrhagia and urinary dis-
turbance. Including our cases, none 
of the reported cases were in shock, 
which is sometimes associated with 
puerperal uterine inversion.
Uterine inversion is suspected 
when a tumor is palpable in the va-
gina, but the uterine fundus is not 
palpable by a pelvic examination.5 
In the present case, extruded tumor 
was observed in the vagina, but a 
pelvic examination failed to identify 
uterine inversion. MRI has been 
shown to be a useful diagnostic 
tool since it can examine the char-
acteristic image of the uterine cavity 
and a thickened and inverted uter-
ine fundus on a sagital image and a 
‘bulls eye’ configuration on an axial 
image are signs indicative of uterine 
inversion.12 Our case was diagnosed 
by CT scan, but inversion was not 
suspected by CT. The diagnosis of 
uterine inversion was made during 
the surgical procedure.
The etiological factors of this 
combination include (a) sudden ex-
trusion of a tumor from the uterus, 
(b) thin uterine wall, (c) dilatation 
of the uterine cervix, (d) tumor size, 
(e) thickness of the tumor pedicle 
and (f ) tumor attachment site.3 In 
our case, as the tumor with its ped-
icle attached to the uterine muscle 
became progressively relaxed at the 
point of pedicle attachment, the cer-
vix dilated and the tumor extruded 
into the vagina, resulting in uterine 
inversion. When a rapidly growing 
tumor exhibits signs indicative of 
myoma delivery, patients should be 
treated as having not only uterine 
sarcoma, but also uterine inversion.
Ehrlich et al. reported that the 
abdominal approach is the best 
and least hazardous treatment for 
uterine inversion caused by uter-
ine sarcoma.5 Since patients with 
this disease are less likely to suffer 
shock, there is enough time to per-
form tests such as MRI to deliver 
an accurate preoperative diagnosis. 
However, in our case the severe 
vaginal bleeding and mass protrud-
ed outside the vulva, which made 
surgical intervention life saving. At 
present, surgery and/or chemo-
therapy have been recommended 
for the treatment of uterine inver-
sion caused by sarcoma, but the 
standard therapy has not yet been 
established. Therefore, treatment 
options for this combination should 
be studied in the future.
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Lead intoxication mimick-
ing a malignancy 
To the Editor: A 51-year-old male 
presented to the hospital with a 3-
month history of low to moderate 
grade fever, fatigue, weight loss and 
upper abdominal pain. Clinical 
examination was unremarkable 
except mild pallor. Investigations 
revealed low hemoglobin (9.8 g/
dL) with normal blood counts and 
elevated transminase levels (SGOT: 
345U/L, SGPT: 123 U/L). Other 
biochemical parameters were nor-
mal. Blood and urine cultures were 
sterile. CT of the abdomen revealed 
pericholecystic fluid, favoring a 
diagnosis of chronic cholecystitis 
with acute exacerbation. He un-
derwent laparoscopic cholecystec-
tomy along with a wedge biopsy of 
liver. Liver biopsy showed only fatty 
change. In view of no response to 
broad-spectrum oral antibiotics he 
was further investigated. Contrast-
enhanced CT of the chest showed 
bilateral parenchymal infiltrates 
with mediastinal lymphadenopathy. 
During the course of investigation 
he started developing pancytopenia. 
The presence of mediastinal nodes 
and cytopenias raised a suspicion 
of lymphoma with marrow involve-
ment. A trial of naproxen further 
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supported the possibility of lym-
phoma as his fever responded and 
he was referred to our institute. 
At presentation to our hospital 
his performance status (ECOG) was 
4. There were no significant findings 
in the systemic examination. The 
complete blood counts revealed he-
moglobin: 8.85 gm/dl, total leuko-
cyte count 1550/mm3, absolute neu-
trophil count 1280/mm3, platelets: 
81500/mm3. Abnormal biochemical 
parameters included SGOT: 540 U/
L, SGPT: 412 dL, serum albumin 
2.1 g/dL, serum lactate 1.4 mg/dL, 
β2 microglobulin 11.30 mg/dL, 
serum procalcitonin levels 0.65 ng/
mL. Mediastinal node biopsy was 
deferred due to the high risk of pro-
cedure-related complications in view 
of its close proximity to the aorta. 
Bone marrow aspiration and biopsy 
showed megaloblastosis, erythroid 
hyperplasia and dysmegakaryopoei-
sis. A possibility of myelodysplastic 
syndrome (MDS) was considered. 
There was no evidence of lymphoma 
deposit in bone marrow. 
Meanwhile all cultures (blood, 
sputum and bone marrow) were 
sterile and stains for acid-fast ba-
cilli were negative. However, within 
3 days of hospitalization he dete-
riorated and developed respiratory 
distress requiring mechanical ven-
tilation. Repeat contrast-enhanced 
CT of the chest and abdomen con-
firmed the earlier findings along with 
bilateral pleural effusion. In view of 
worsening respiratory parameters 
and prior broad-spectrum antibiotic 
use he was stared on antifungals and 
later empirical anti-tubercular treat-
ment. Candidannan antigen and 
CMV DNA was not detected in the 
blood. Given the possibility of MDS 
on bone marrow aspirate, a detailed 
history pertaining to possible etiol-
ogy was taken. The patient had had 
asthma since the age of 15 years and 
had been on ayurvedic treatment 
for 2 years, which he discontinued 
only 2 months previously during 
the present illness. The possibil-
ity of heavy metal intoxication was 
considered and the suspect drug and 
patient’s serum samples were ana-
lyzed. The ayurvedic drug showed 
arsenic <10 ppm (normal <10ppm), 
lead 185 ppm (normal <1 ppm), 
mercury <1ppm (normal <1 ppm). 
Serum lead levels were 32.5 μg/dL 3 
months after stopping the ayurvedic 
medicine. 
After a period of 1 month of 
aggressive supportive care and ven-
tilation he gradually recovered and 
became afebrile. His blood counts 
normalized and contrast-enhanced 
CT of the chest showed near total 
resolution of lymph nodes and lung 
infiltrates. 
After the initial recovery, nerve 
conduction studies revealed senso-
rimotor axonopathic neuropathy. 
Review of the initial liver biopsy in 
light of the above findings showed ev-
idence of zonal necrosis favoring lead 
intoxication. Given the improvement 
in all clinical and laboratory param-
eters, chelation therapy was deferred. 
The patient has been following up 
with us at 3-monthly intervals and 
remains well at 18 months.
Prolonged use of ayurvedic 
medicines for various chronic dis-
eases is rampant in our country. 
Indiscriminate use of these drugs can 
lead to heavy metal poisoning due to 
their more than permissible content 
of lead, arsenic and mercury.1 Given 
the nonspecific clinical features like 
fatigue and weakness, heavy metal 
poisoning often goes unrecognized. 
The other common manifestations 
like nausea, vomiting, abdominal 
pain, and change in behavior and 
mentation, neuropathy, seizures and 
occasionally coma can be seen in sev-
eral other conditions.2,3 Thus the key 
to diagnosis is a high index of suspi-
cion and good history taking.
Our case was unusual as it pre-
sented with pancytopenia and pyrex-
ia of unknown origin. Pancytopenia 
and dysplastic changes in bone mar-
row masqueraded MDS in our pa-
tient. The temporal correlation be-
tween drug withdrawal and reversal 
of most clinical and laboratory ab-
normalities supported the diagnosis 
of lead intoxication.
In conclusion, use of ayurvedic 
medicine can have health benefits; 
however it is important to subject 
them to quality control analysis and 
regulatory approval to prevent tox-
icity and significant morbidity as in 
our patient.
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